N

CABINET FOR HEALTH SERVICES

DEPARTMENT FOR

MEDICAID SERVICES

ALTERNATIVE INTERMEDIATE SERVICES/MENTAL RETARDATION MANUAL

SECTION V — ENROLLMENT OF THE CLIENT

In order to request a hearing, the client or his legal represen-
tative shall submit a request in writing to the Department for
Social Insurance office in the county of residence of the legal
representative.

Application Appeal Procedures

1f the application for AIS/MR services is denied by the Depart-
ment for Medicaid Services, Division of Program Services staff,
the client or legal representative shall receive written notifi-
cation of the denial. Should the client or Tegal representa-
tive disagree with the denial of the application, the client

has a right to a hearing with the Department for Social Insur-
ance.

The client or his legal representative has up to forty (40)
days from the date the denial notice is mailed to request a
hearing. For the client currently in Medicaid payment status,
if the hearing is requested within ten (10) days of the date of
this notice, Medicaid benefits shall not be terminated before
the hearing is held. The right to a hearing exists even if the
client terminates services prior to requesting a hearing.

In order to request a hearing, the client or his legal represen-
tative shall submit a request in writing to the Department for
Social Insurance office in the county of residence of the legal
representative.

(1) The hearing is a formal proceeding meeting all due process
standards.

(2) The client has the right to represent himself and retain
legal counsel or other spokesperson during a hearing.

(3) The hearing is evidentiary, that is, the hearing decision
is based solely on evidence presented at the hearing.

(4) The client or his legal representative may examine any
documents to be used at the hearing both before and during
the hearing.

(5) Adverse witnesses may be confronted and cross examined.
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CABINET FOR HEALTH SERVICES
DEPARTMENT FOR MEDICAID SERVICES

ALTERNATIVE INTERMEDIATE SERVICES/MENTAL RETARDATION MANUAL

SECTION V - ENROLLMENT OF THE CLIENT

F. Criteria for Involuntary Termination and loss of AIS/MR
Placement ’

An AIS/MR client shall be terminated from placement status and
subsequently lose his placement in the following circumstances:

1) Clients or legal representative's failure to access re-
quired services, as specified in the client's Individual
Habilitation Plan (IHP) and referenced on page 4.3, C. of
this manual, for a period greater than ninety (90) consecu-
tive days except for good cause shown;

2) Client's death;

3) Client's change of residence outside the Commonwealth of
Kentucky;

4) Client elects to leave the program voluntarily as ex-
pressed by written notice of intent to discontinue given
to the service provider and the DMS; provided however,
that no action to terminate shall be taken until thirty
(30) calendar days from the date of such notice has
passed, within which time the client may reconsider and
revoke his notice.

G. Termination Procedures

Based on the criteria stated above, and in accordance with 907
KAR 1:560, the client or his legal representative and the case
management provider shall receive simultaneous notice of invol-
untary termination or intention to reallocate his placement at
least ten (10) days prior to the effective date of the action.

Terminations initiated by the case management provider shall be
submitted to the DMS at least twenty (20) days prior to the
effective date of the termination. Subsequently, notice shall
be issued by the DMS. The notice shall include a statement of
the action being taken, the basis for the intended action, the
authority by which the action is taken, and the client's right
to appeal the determination within thirty (30) days:of the
notice of the action.
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CABINET FOR HEALTH SERVICES
DEPARTMENT FOR MEDICAID SERVICES

ALTERNATIVE INTERMEDIATE SERVICES/MENTAL RETARDATION MANUAL

SECTION V - ENROLLMENT OF THE CLIENT

For the client currently in payment status, if the hearing is
requested within ten (10) days of the date of the notice, Medi-
caid benefits shall continue through the end of the month of
the hearing officer's decision.

Continued or reinstated benefits are considered overpayments if
the agency decision is upheld. The right to a hearing exists,
even if the client terminates services prior to requesting a
hearing. See 907 KAR 1:560 for additional information on cli-
ent rights.
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CABINET FOR HEALTH SERVICES
DEPARTMENT FOR MEDICAID SERVICES

ALTERNATIVE INTERMEDIATE SERVICES/MENTAL RETARDATION MANUAL

SECTION VI - REIMBURSEMENT & BILLING INFORMATION

Reimbursement
A. Payment

To establish an initial reimbursement rate for AIS/MR services the
provider shall submit a budgeted cost report. After the initial period,
all providers shall submit actual costs for cost reporting.

Questions regarding the cost report shall be directed to the Division of
Reimbursement at (502) 564-8196. .

B. Billing Information

Billing information can be found in the AIS/MR Billing Instructions

- packet. This packet explains how to complete a claim form, how to read
remittance statements, how to contact the fiscal agent, information
about third party coverage and recipient eligibility. Contact the -
fiscal agent for a copy of the Billing Instructions. See the Appendix
for addresses and telephone numbers.
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Appendlx I' Paqe

1
MAP-344 (Rev. 8/93)
KENTUCKY MEDICAID PROGRAM
Provider Information
1. '
(Name) (County)
2. )
(Physical Location Address: Street, Route)
3. .
(City) (State) (Zip Code)
4.
(Office Phone # of Provider) ~ (Billing Office Phone # and Contact Person)
S.
(Pay to Address, if Different From Physical Location)
6.
- (City) (State) o (Zip Code)
7. 8..
(Federal Employee I.D. #) (Social Security'#)
9. 10. 11.
(License #) : " (Medicare #) ' (UPIN #)
12. 13.
(Licensing Board) (Original License Date)
14. ' 15. ' (Attached)
(CLIA #) (Type of Certificate)
— 16. Physician/Professional Specialty Certification Board:
1st Date I
2nd Date
Attach Copy of Board Certification.
17. Federal DEA # and Date Assigned:
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Appendix I, Pg. 2

18. Practice Organization/Structure: (1) Corporation

(2) Partnership (3) Individual
(&) Sole Proprietor (5) Public Service Corporation
(6) Estate/Trust (7) Government/Non—Profit

19. If Corporation, list name and address of officers:

(Corporate Office Address) (Telephone #)

(City) — (State) (Zip Code)

20. 1If partnership; list name and address of partners:

21. If sole proprietor, give name, address, and phone number of owner:

22. Control of Medical Facility:

Federal State County City
Charitable or Religious Proprietary (Privately—Owned)
Other

__2._
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23.

24.

25.
26.
27.
28.
29.

30.
31.

32.

33.

Agpendix I(. Page 3

If facility is government owned, list names and address of board members:

President/Chairman

Member:

Member:

Distribution of beds in facility:

Acute Care Psychiatric Swing
Nursing MR/DD

Fiscal Year End:

Administrator: Phone #
Assistant Administrator: Phone #
Controller: Phone #

Phone #

Accountant or CPA:

Management Firm:

Lessor:

Has this application been completed as the result of a change of ownership or
a change of tax ID number for a previously enrolled Kentucky Medicaid provider?

Yes No

If yes give previous Kentucky Medicaid provider #:

Provider Authorized Signature: T certify, under penalty of law, that the in—
formation given in this Information Sheet is correct and complete to the best
of my knowledge. I am aware that, should investigation at any time show any
falsification, I will be considered for suspension from the Program and/or
prosecution for Medicaid Fraud. I hereby authorize the Cabinet for Human
Resources to make all necessary verifications concerning me and my medical
practice, and further authorize and request each educational institute,
medical/license board or organization to provide all jnformation that may be
sought in connection with my application for participation in the Kentucky

Medicaid Program.

Signature: Date:

Name:

Title:
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Appendix I,

Return all enrollment forms, changes, and inquiries to:

Medicaid-Provider Enrollment
CHR Building, Third Floor East
275 Fast Main Street
Frankfort, KY 40621

Page 4

INTER-OFFICE USE ONLY

License Number Verified throtigh (Enter Code)

Comments:

Date: Staff:
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APPENDIX II _

MAP-343 (Rev. 5/86) ?rovider Number:
If Known)

COMMONWEALTH OF KENTUCKY
CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

PROVIDER AGREEMENT

THIS PROVIDER AGREEMENT, made and entered into as of the day of
» 19, by and between the Commonwealth of Kentucky, Cabinet

for Human Resources, Department for Medicaid Services, hereinafter referred to

as the Cabinet, and

(Name of Provider)

(Address of Provider)
hereinafter referred to as the Provider.
WITNESSETH, THAT:

Whereas, the Cabinet for Human Resources, Department for Medicaid Services,
in the exercise of its lawful duties in relation to the administration of the
Kentucky Medical Assistance Program (Title XIX) {s required by applicable federal

_and state regulations and policies to enter into Provider Agreements; and

Whereas, the above named Provider desires to participate in the Kentucky

Medical Assistance Program as a ' _

(Type of Provider and/or level of care)

: Now, therefore, it {s hereby and herewith mutually agreed by and between
the parties hereto as follows: :

1. The Provider:

(1) Agrees to comply with and abide by all a?plicable federal and state
—  laws and regulations, and with the Kentucky Medical Assistance Program policies
and procedures governing Tftle XIX Providers and recipients.

(2) Certififes that he ({t) 1s licensed as a : ’
{f applicable, under the laws of Kentucky for the level or type of care to

which this agreement applies.

(3) Agrees to comply with the civil rights requirements set forth in 45
CFR Parts 80, 84, and 90. (The Cabinet for Human Resources shall make no
payment to Providers of service who discriminate on the basis of race, color,
national origin, sex, handicap, religion, or age in the provision of services.)
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MAP-343 A
(11/91)

APPENDIX IL!

CERTIFICATION ON LOBBYING
CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

The undersigned Second Party certifies, to the best of his
or her knowledge and belief, that for the preceding con-
tract period, if any, and for this current contract period:

1.

No Federal appropriated funds have been paid or will

be paid, by or on behalf of the undersigned, to any
person for influencing oOr attempting to influence an
officer or employee of any agency, a Member of Con-
gress, an officer or employee of Congress, Or an em-
ployee of a Member of Congress in connection with the
awarding of any Federal contract, the making of any
Federal grant, the making of any Federal loan, the
entering into of any cooperative agreement, and the
extension, continuation, renewal, amendment, or modifi-
cation of any Federal contract, grant, loan, Or COOper-
ative agreement.

If any funds other than Federal appropriated funds

have been paid or will be paid to any person for influ-
encing or attempting to influence an officer or employ-
ee of any agency, a Member of Congress, an officer or

" employee of Congress, or an employee of a Member of

SIGNATURE:

NAME :

TITLE:

DATE:

Congress in connection with this Federal contract,
grant, loan, Or cooperative agreement, the undersigned
shall complete and submit Standard Form-LLL- "Disclo-
sure Form to Report Lobbying," in accordance with its
instructions.

The undersigned shall require that the language of
this certification be included in the award documents
for all subawards at all tiers (including subcon-
tracts, subgrants, and contracts under grants, loans,
and cooperative agreements) and that all subrecipients
shall certify and disclose accordingly.

This certification is a material representation of
fact upon which reliance was placed when this transac-
tion was made oOr entered into. submission of this
certification is a prerequisite for making or entering
into this transaction imposed under Section 1352, Ti-
tle 31, U.S. Code. Any person who fails to file the
required certification shall be subject to a civil
penalty of not jess than $10,000 and not more than
$100,000 for such failure.

4



APPENDIX III, Pa. 1

MAP-343B (8/93)

1.

2.

3.

4,
/‘\

3.

6.

KENTUCKY MEDICAID PROGRAM

Disclosure of Ownership and Control Interest Statement
(Complietion of this form is a mandatory participation requirement
pursuant to 42 CFR 455.104.)

(Provider Name) (KY Medicaid Provider #)

(Physical Locaﬁion Address: Street, Route)

(City) (State) (Zip Code)

organization having direct or indirect

List the name and address of each person or
ing entity as defined by 42 CFR 455.

ownership or control interest in the disclos
101.

List the name and address of each person with an ownership or control interesty
as defined by 42 CFR 455.101, in any subcontractor in which the disclosing.
entity has direct or indirect ownership of 5 percent or' more.

Are any of the individuals in items 4 and/or 5 related to one another as spouse,
parent, child, or sibling (including step and adoptive relationships)?
YES NO
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APPENDIX III, Pg. 2

MAP-343B (8/93)
Page 2

90

10'

~

If answer to #6 is yes, complete the following information.

Relationship

Names

List the name of any other disclosing entity in which person(s) listed in #5 have
an ownership or control interest as defined by 42 CFR 455.101.

List the name of any individual or organization identified in item #4 who has
been convicted of a criminal offense related to the involvement-<in any program
established under Title XVIII (Medicare), Title XIX (Medicaid), or Title XX
(Social Services Block Grants) of the Social Security Act.

List the name of any agent or managing employee of the disclosing entity who has
been convicted of a criminal offense related to the involvement in any program=
established under Title XVIIT, XIX, or XX of the Social Security Act.

WHOEVER KNOWINGLY OR WILLFULLY MAKES, OR CAUSES TO BE MADE, A FALSE STATEMENT OR.
REPRESENTATION OF THIS STATEMENT SHALL BE SUBJECT TO PROSECUTION UNDER APPLICABLE
FEDERAL OR STATE LAWS. FAILURE TO FULLY AND ACCURATELY DISCLOSE THE INFORMATION
REQUESTED SHALL RESULT IN A DENTAL OF A REQUEST TO PARTICIPATE OR IN TERMINATION
OF THE CURRENT AGREEMENT WITH THE STATE AGENCY, AS REQUIRED BY 42 CFR 455.104.

(Signature) (Date)

(Typed Name of Authorized. Representative) (Title)

- T =Y
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APPENDIX IV-A
MAP-246 (Rev. 04/91)

Agreement Between the
Kentucky Medicaid Program
and
Electronic Media Billing Agency

This agreement regards the submission of claims via electronic media to the Kentucky
Medicaid Program (KMP).
The has

: (Name of Billing Agency)

entered into a contract with y
' (Name of Provider)

, to submit claims via electronic media for services provided to

(Provider Number)
KMP recipients. The billing agency agrees:

1. To safeguard information about Program recipients as required by state and
federal laws and regulations;

2. To maintain or have access to a record of all claims submitted for payment
for a period of at least five (5) years, and to provide this information
to the KMP or designated agents of the KMP upon request; :

3. To submit claim information as directed by the provider, understanding the
submission of an electronic media claim is a claim for Medicaid payment and
that any person who, with intent to defraud or deceive, makes, or—-causes to
be made or assists in the preparation of any false statement, misrepresen—
tation or omission of a material fact in any claim or application for any
payment, regardless of amount, knowing the same to be false, is subject to
civil and/or criminal sanctions under applicable state and federal. statutes.

4, To maintain on file an authorized signature from the provider, authorizing
all billings submitted to the KMP or its agents.

The Department for Medicaid Services agrees:

1. T6 assign a code to the billing agency to enable the media to be processed;
2.. To reimburse the provider in-accordance with established policies.

This agreement may be terminated upon written notice by either party without cause.

Signature, Authorized Agent of Billing Agency

Date:

Contact Name:

Signature, Representative of the

Department for Medicaid Services Telephone No.:

Date: - Software Vendor
and/or Billing Agency:

Media:
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APPENDIX IV-B

Page 1
MAP-380 (Rev. 04/90)
CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES
KENTUCKY MEDICAL ASSISTANCE PROGRAM
Provider Agreement Electronic Media Addendum

This addendum to the Provider Agreement is made and entered into as of the day
of , 19 , by and between the Commonwealth of Kentucky, Cabinet for

Human Resources, Department for Medicaid Services, hereinafter referred to as the

Cabinet, and . .
- Name and Address of Prwider

hereinaft:errefe::redtoastheprovider.

WITNESSETH, THAT:

Whereas, the Cabinet for Human Resources, Department for Medicaid Services, in
the exercise of its lawful duties in relation to the administration of the Kentucky
Medical Assistance Program (Title XIX) is required by applicable federal and state
regulations and policies to enter into Provider Agreements; and

" Whereas, the above-named Provider participates in the Kentucky Medical Assistance
Program (KMAP) as a e e .

(Type of Provider and/or Level of Care) (Provider Number)
Now, therefore, it is hereby and herewith mutually agreed by and between the
parties hereto as follows:

1. The Provider:

A.. Desires to submit claims for services provided to recipients'of.:tlg
Kentucky Medical Assistance Program (Title XIX) via electronic-media
rather than via paper forms prescribed by the KAP.

B. Agrees to assume responsibility for all electronic media claims;
whether submitted directly or by an agent.

C. Acknowledges that the provider's signature on this Agreemantpddendun
constitutes compliance with the following certification required of
‘each individual claim transmittal by electronic media:

"This is to certify that the fransmitted information is true, accu~
rate, and camplete and that any subsequent transactions which alter
the information contained therein will be reported to the KMAP.
understand that payment and satisfaction of these claims will be-
fram Federal and State funds and that any false claims, statements,
or documents or concealment of a material fact, may be pro

under applicable Federal and State Law."
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APPENDIX IV-B

Page 2
o
MAP-380 (Rev. 04/90)
Page 2

D. 2grees to use EMC submittal procedures and record layouts as defined
by the Cabinet.

E. Agrees to refund any payments which result from claims being paid
inappropriately or inaccurately.

F. Acknowledges that upon acceptance of this Agreement Addendum by the
Cabinet, said Addendum becomes part of the previously executed Provider
Agreement. All provisions of the Provider Agreement remain in force.

G. Agrees to refurd to the State the processing fee incurred for proces—
sing any electronic media billing submitted with an error rate of 25%
or greater. -

2. The Cabinet:

A. Agrees to accept electronic media claims for services performed by
thjsproviderarﬂtoreimhmsetheproviderinaccoxﬂanoewithestab-
lished policies.

B. Agrees to assign to the provider or its agent a code to enable the

C. TReserves the right of billing the provider the processing fee incurred
by the Cabinet for all claims submitted by any electronic media billing

" that are fourd to have a 25% or greater error rate.
Either party shall have the right to terminate this Addendum upon written notice
without cause.
PROVILER CABINET FOR HOMAN RESOURCES

Department for Medicaid Services
BY: BY:
Signature of. Provider Signature of. Authorized Official
or. Designee
- Contact Name: Name:

Title: Title:
Date: Date: i
Telephone No.:
Software Vendor
and/or Billing Agency:

—~ Media:
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APPENDIX IV-C

Instructions for Completion of MAP-246 and MAP-380

Complete the MAP-380 and MAP-246 only of you plan to file your
Kentucky Medicaid claims electronically. The MAP-380 must be
completed and signed by the provider, following these instructions.

1. Name and address of provider, as it appears in
Kentucky Medicaid files.

2. Provider type, €.9., physician, dentist, eté.

3. Provider number (leave blank if submitting with your
application).

4, Provider must sign form. complete contact name,

title, date, and telephone
number as appropriate.

5. Circle software vendor (if you're doing your own
billing) or billing agency
and fill in name, as appropriate. o e

“« .

6. Media must be magnetic tape, 3.5 inch diskette, 5.25

inch diskette,
Asynchronous PC modem, Synchronous 3780 mainframe, OT

Point of Service.

If you contract with a third-party billing agency, complete the
MAP-380 and send it, along with a blank MAP-246, to the billing
agency. A representative of the billing agency will complete the
MAP-26 and send both the MAP-380 and the MAP-246 to:

Provider Enrollment

Department for Medicaid Services
3rd Floor East

275 East Main Street

Frankfort, KY 40621

If you have questions, please contact Provider Enrollment at (502)'
564-3476.
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Appendix V
ALTERNATIVE INTERMEDIATE SERVICES FOR THE MENTALLY RETARDED
STATEMENT OF SERVICES TO BE PROVIDED

AGENCY NAME:

ADDRESS:

TELEPHONE NO: ()

I/WE OF THE:

AGENCY

wish to provide the following services:
(check all that apply and indicate the specific services you will be

providing in items 2, 3, and 7)

1. __  Case Management Services

2. Residential Services

3. ___ Day Habilitation Services

4. ___ In-Home Training Services

5. ___ Homemaker/Home Health Aide Services
6. ___ Personal Care Services

7. ___  Respite Services

8. _ Habilitation Services

'1/We understand that in order to obtain a Kentucky Medicaid provider
number, I/We must be so certified by the Division of Licensing and
Regulation to provide each service checked in the blanks above.

Print Name of Executive Director:

Signature of Executive Director:

Date:
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DMR-001 (1/92) | APPENDIX VI

AIS/MR CLIENT PLACEMENT FORM

Case Management Provider Name

Provider # AIS/MR Effective Date
Client Identification: In-Home Services:
1. Name 9. Date:
2. SSN 10. Home Address:
3. Medicaid #
4. Date of Birth
5. Legal Status

Phone: ( )
6. Responsible Party

Core Placement: Residential Placement:

7. Date: 11. Date:
8. Core Location: 12. Name of Residential Contractor:
~ Address: e nm
Phone: ( )
13. Facility Name
Admission Date Discharge Date
Reason:
14. Termination Date: _ Reason:

15. Submitted by/Title:

16. Today's Date:
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Appendix VI

Instructions for Completing Client placement Form

(Please print or type the information)

Enter the information in the top section as follows:
—Case Management Provider Name

~Case Management Provider Number

-AIS/MR Effective Date - This is the date the client actually began
receiving AIS/MR services.

Client Identification:

Enter client's name: last name, first name, middle initial.
Enter Social Security Number. ' :

Enter Medicaid Number.

Enter client's date of birth: month/day/year. i
Enter client's legal status.

Enter client's responsible party.

AN HWN -
¢« o e o o ®

Cbre Placement:

7. Enter the date the client entered the core residence.
8. Enter the address of the core location.

In-Home Services: i e

9. Enter the date the client began receiving in-home services.
10. Enter the client's home address and telephone number

Residential Placement:

11. Enter the date the client was placed in a residential placement.
12. Enter the name, address, and telephone number of the residential

placement provider.
Complete the remainder of form as indicated.

- 13. Enter the name of the facility where the client was placed. Enter
the admission and discharge date. Enter the reason the client was
placed in the facility. Facility includes ICF/MR/0D placement and
acute care hospital placement. _

14. Enter the date the client was terminated from the AIS/MR program.
Enter the reason the client was terminated.

15. The person completing the form, usually the case manager, must
sign the form and enter his title.

16. Enter the date the form was completed.

Transmittal #10



Appendix VII

MAP-350 (Rev. 1/92)

LONG TERM CARE FACILITY (NF or ICF/MR/DD)
ALTERNATIVE INTERMEDIATE SERVICES/MENTAL RETARDATION
HOME~ AND COMMUNITY-BASED SERVICES
KENTUCKY MEDICAID PROGRAM CERTIFICATION FORM

I. RECIPIENT INFORMATION

. Medicaid Recipient's Name

Medical Assistance Identification Number

Address of Recipient

Phone

Responsible Party/Legal Representative

Address Phone

o0 eo0ec 00 a s PR IR AR} R IR I ] e e0 s eeo s o P E R R R R I R R S esec e se0e0 s a0 s s

II. HOME- AND COMMUNITY-BASED WAIVER SERVICES FOR THE AGED & DISABLED (HCBS) or
ALTERNATIVE INTERMEDIATE WAIVER SERVICES FOR THE MENTALLY RETARDED (AIS/MR)

CERTIFICATION

A. HCBS (Waiver for the aged & disabled) — This is to certify that I/legal
representative have been informed of the HCBS Waiver. Consideration
for the HCBS program as an alternative to NF placement is requested [:7;

is not requested /_/. S

Signature Date

B. AIS/MR (Waiver for mentally retarded/developmentally disabled) - This is
to certify that I/legal representative have been informed of the AIS/MR .
program. Consideration for the AIS/MR program as an alternative to
ICF/MR/DD placement is requested /7; is not requested /7.

Signature Date

oooooooooooooooooooooooooooooooooooooooooooooooooooooooooo

IIT. RESOURCE ASSESSMENT CERTIFICATION

This is to certify that I/legal representative have been informed of the avail-
ability, without cost, of resource assessments to assist with financial planning

provided by the Department for Social Insurance.

Signature

........................................................................................

Signature and Title of Person Assisting

with Completion of Form

Agency/Facility

address
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Appendix VIIX

CODE OF FEDERAL REGULATIONS 483.430

Health Care Financing Administration

“Qualified mental retardation

professiona]“ means a

person who has at

least 1 year of experience working with persons with mental retardation
ities and is one of the following:

or other developmental disabil
1. A licensed doctor of medici
2. A registered nurse.

3. An individual who holds at
professional category specifie
professional program staff, in

(1) eligible for cert
the American Occu
comparable body 3

(iv) an occupational t
certification as
American Occupati

(ii1) a physical therapy aide who
therapist by the American Ph

a comparable body

(iv) a physical therapy aide

by the American P
graduate of a two
the American Phys
comparable body;

(v) a psychologist wh
psychology from a

ne or osteopathy.

least a bachelor's degree in a

d in paragraph (b) (5)
tional therapist who is

cluding an occupa

which designates

jfication as an occupational therapist by

pational Therapy
or

her

Association, or a

apy aide who is eligible for

an occupational therapy assistant by the
onal Association or a comparable body; or -

; or

is eligible as @ physical
ysical Therapy Association.or

who is eligible for registration

hysical Therapy Association or is a
year college-level program approved by

jcal Therapy Associat
or

jon or another

o has at least a master's degree in
n accredited school; or

(vi) a social worker who holds a graduate degree from a school
credited or approved by the Council on

of social work ac
Social Work Educa
Bachelor of Socia
university accred

(vii) a speech-language

tion or another compa

rable body or a

1 Work degree from & college or
ited or approved by the Council on Social

Work Education or another comparable body; or

pathologist or audio

eligible for a Certificate of Clinical
Speech-Language pathology or Audiology
American Speech—Language—Hearing Assoc

comparable body,
certification and

supervised exper?
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(viii)

(ix)

(x)
P
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Appendix VIII

a professional recreation staff member who has a
bachelor's degree in recreation or in a specialty area
such as art, dance, music, or physical education; or

a professional dietitian who is eligible for registration
by the American Dietetics Association; or

a human services professional who has at least a
bachelor's degree in a human services field (including,
but not limited to: sociology, special education,
rehabilitation counseling, and psychology) .
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APPENDIX 1X

lNCDENT REPORT

Date of Incident:

Region

M.A.L.D.#:

Name of client:

Time of incident:

Name of staff making reports

Signature of staff making report: Signature of supervisor:

Depa.rtmcnt/program services:

Agency:

Type of incident (check one or more)
Medical . Social/Legal

Legal problem (client victim)
police involvement
Client suspected offender
Client missing _
Severe behavior problem
Property damage
Suspected or known neglect or abuse
Abuse by family

Injury of client

Injury of staff
Contagious disease
Medical emergency room
or hospitalization
Medication problems
Seizure .

OIS

ol e « ..

OTHER
____ Execessive absenteeism Notified of incident (please check)
___ Unauthorized client move ___ Parent
—__ Possible violation of client rights __ Legal Representative
Other —_ Protective Services

Describe Incident: (what happened, how, where, how was situation handled, who was involved,

- why)

Has this particular or similar incident occured before? YES __ NO ___

If yes, give date.
If incident involved personal injury to client or other, complete the following:

-

Name of Person:

TRANSMITTAL #10



APPENDIX IX

Name and address of phvsician
and/or hospital:

Treatment given:

Follow-up needed:

Describe action taken results,
disposition:

Use red lak to mark ea Ggures any brulses.
cutascratches. marka etc, a1 soos @s discovered.

Investigation Report | e (

Signature and Position Title:

Reviewed by cluster manager: Date: .

Reviewed by MR/DD Director: . Date:

Describe follow-up plan or recommendation:

Complete and mail the focm to: Director, Division of Mental Retardation, Department for
Mental Health/Mental Retardation Services, 275 East Main Street, Frankfort, Kentucky 40621.

(
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Involuntary Termination Report

APPENDIX X

Region: Date:
Client Name:
Medicaid # Date AIS/MR services began:

AIS/MR services provided:

Reason for considering termination:

Action taken to help prevent termination:

Services to be provided after termination:

People involved in considering termination:




Appendix XI

Believing that every individual is entitled to the least restrictive {f
living arrangements possible, we have been impressed with the '
concepts and goals set forth by AIS/MR Program. BY giving our

clients the opportunity to participate in a program which provides

the most appropriate living situation possible, with specific support
services enlisted in advance to meet the needs of every individual,

we realize that our task will be made easier and life will be more
meaningful for our clients.

Guardianship staff recognize that clients participating in AIS/MR
receive individualized attention and therefore assume that it is not
necessary to provide the same jevel of support services that are
provided to other wards. However, it is important that AIS/MR staff
realize that our legal status and responsibilities do not change when
a client becomes an AIS/MR project participant. Even though the
Program Coordinator, Ccenter Directors, Core staff, and ALU Providers
all play a most important role in the lives of our clients, the
Guardianship Agent continues to have ultimate responsibility in
ensuring the health and well-being of the individual for who the
Cabinet serves as legal guardian.

I1f the Guardianship Agent is to fulfill the duties designated by law,
an effective system of communication must be established and
maintained between the Agent and the care provider. We expect the
care provider to assume the following responsibilities:

LT el PR ) ,:-

1. Provision of appropriated care, supervision, and \
appropriate support services.

2. To notify the Guardianship Agent of significant health

" care needs or changes in the physical or mental condition
of the client. Through a phone call, notify the guardian of
significant changes (for better or worse) in the health
condition of the client. Follow-up with a written statement.
Routine health care does not require reporting unless
provided at a facility that requires a signature for
treatment. ,

3. To contact the Agent to secure prior permission for
medical treatment oOr services as needed. Permission to
sign for medical release can be given to a program staff
person. This should be arranged on a client by client
basis. Notice of treatment, whether emergency or just -
variance from routine, is still required. The Permission
for Emergency and Limited Medical Treatment Form is

attached.

4. Maintain financial and other pertinent records.

5. To communicate to the Agent any special needs of the client
such as clothing, personal items, recreational or medical

supplies. Q
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Appendix X1

6. To inform the Agent prior to any change in client status,
such as living arrangements, level of care, or change of
address. A1l decisions pertaining to changes in the living
situation of the client will be made by the Guardianship
Agent, except 1n an emergency situation where relocation is
necessary to preserve the health and well-being of the
client and notification of the Agent 1is not possible. 1In
such event notice will be given to the Agent as soon as
possible. :

The Guardianship Financial Agent is responsible for the management of
the client's financial benefits. Their responsibility includes the
disbursement of payment to the Comprehensive Care Center, the paying
of bill incurred by the client, the investment of the client's excess
funds, and establishing burial accounts. One of their most importan
responsibilities is maintaining the client's eligibility for
benefits. For this reason, the Agent must maintain strict control
over financial matters, and have access to all information pertaining
to client status (living arrangements, level of care, admission and
discharges from hospitals) which has an affect on such eligibility.

A portion of wages earned by SSI recipients is considered in
determining SSI eligibility. Because AIS/MR participants and
involved in work programs and receive wages, their eligibility for
gSI can be affected. Therefore, wages must be reported and a form is
attached to simplify this process. This form musglggrive in the
Fiduciary Office by the 10th of each month and should report wages
earned the previous month. No matter how small the wages, even no
wages for that month, must be reported. Failure to report may lead
to a requirement that all wages be forwarded to the Fiduciary Office
and the participant would not benefit from the experience of
receiving their own check. Continued failure to report, or to submit
the check if that were required, can lead to loss of SSI and Medicaid
eligibility, in turn loss of monthly expense payment to your agency.
This report is extremely important and timely submittal of the form

is expected.

In addition to monthly wages, clients personal funds have a
significant bearing on hi/her eligibility for benefit programs. It
is possible that the total of personal funds held on behalf of the
AIS/MR participant by the Comprehensive Care Center and the client's
funds held by Guardianship could exceed the maximum income limits for
SSI or Medicaid benefits. Medicaid and SSI have strict eligibility
requirements. Clients who exceed the income requirements are -7
terminated immediately from the benefit program. If the client is
found to be ineligible after benefits are paid, the entitlement
agency may demand a refund beginning from the date of ineligibility.
Thus, it is of utmost importance that the Guardianship office
maintain a strict accountability over the client's funds. Therefore,
the monthly wage reporting form has been modified to include a space

for reporting the personal funds. We do request that the client's

e i7 #10
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account held by the center not exceed $200.00. Any funds in excess
of $200.00 should be refunded to the Guardianship office. We also
ask that no insurance policies, savings accounts, oI other liquid
assets be established by anyone other than the Guardianship Agent.

COURT REPORT

The guardian is also mandated by law to f£ile an annual report with
the court stating the client's current mental, physical, and social
condition, the address of every residence of the client during the
reporting period (one year), length of stay at each residence, a
summary of the medical, social, educational, vocational, and other
professional services received by the client, the outline of the
guardian's visits and activities on behalf of the client as often as
possible and to subsequently file a report with the court annually.

The responsibility to work closely with the state Guardianship staff
only applies to clients who the state has been assigned as Agent.
There are persons who have been decXared disabled for whom the family
or other party has been assigned Agent. Those guardians have the
same responsibilities and similar arrangements should be made with

them.

—~
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Appendix XI : rev 1/Y7

EMERGENCY MEDICAL PROCEDURE AND PERMISSION FORM

1 hereby grant permission for to receive
emergency treatment with the following exceptions:

Admisssion to acute care medical facility
Psychiatric admission :
surgery. ‘

In the event requires admission to an
acute care facility, medical or psychiatric, permission from the
guardianship agent and/or field worker must be secured.

neither the agent Or field worker is available for consent, emer=

gency treatment necessary to maintain the health of :
is granted and notification of such treatment must be Teported

within 12 hours to the agent/ field worker.

These requirements are in accordance with the statutes of KRS 387.660

Paragraph 3.

Routine medical and dental care and administration of medications
and therapies as prescribed by the physician are pre-authorized by the
agent on behalf of : .

Helen Cleavinger
CHR AGENT

PHONE# (work). 502=564-2474
(home) _502-425-8320

PHONE# (work)
(home)

Field wWorker
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CONSENT TO TREATMENT

I, Helen K. Cleavinger, Agent, Cabinet for Human Rgsources, do
hereby give my consent for the following treatment to be provided
to , ward:

1. .General medical and dental treatment as outlined on the Emergency
M’:‘.dlcal.PI"OCEdm.‘e and Treatment Form (rev.l/92) excluding however
the administration of psychotropic medications. 1f continued or
repeated dosages of psychotropic medications are deemed beneficial

to the ward, the physician. should contact me directly for specific
approval of such medications.

2. 'P:flrt.:icipation in Daily Habilitation programuing, Plammed Recreational
Activities, Ancillary Services, Case Management and Respite Care.

3. Placement in an Alternate Living Unit (ALD), provided, however,
that the Guardianship Agent has had adequate opportunity to review,
inspect and approve the ALU BEFORE placement. For purposes of this
section, fourteen (14) days notice shall be deemed an adequate

opportunity.

4. the following additional services:

R
— .

On behalf of the ward, I request that you notify the Guardianship Agent or
Field Worker of all changes in the ward's status including change in'
living arrangements, level of care, change of address, medical status,

or behavior status. Please contact me at (work) telephone rumber
(502) 564-2474 or (home) telephone mmber (502) 425-8320 . The
guardianship Tield Worker assigned to you 1s
Their work phone number is and home 1S

Please be advised that jn order to maintain the ward's eligibility for
benefits, a monthly wage and personal funds report mst be submitted by
the 10th of the following month. The ward's personal funds should not
exceed $100. In addition, no insurance policies, savings accounts OT

iquid assets may be established on behalf of the ward by anyone

other .than the Guardianship Agent.

Datey A} /7/@ y>

L C .

flelen Cleavinger, Cabinet for
Resources, Agent

L #10
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) APPRNDIX XI

Persan Submitting:

Reporting Mooth:

Social Seaurity Number:

e —————————————

Wark Statiaon: Perscnal Purds:
Social Seéhrityrurter:

E

Work Station: __~~ Personal Funds:
Social Security Number:

E

Work Station: Perscnal Funds:

Social Security Rumber:

i

S —————————————

Work Station: Perscnal Punds:
Social Security Nurber:

E

Work Station: _~ Personal Fuands:
Social Security Nuber:

E

Work Station: __~~ Perscnal Rwrds:
Social Security Runber:

||

5

—————————————

Work Station: _ Personal Funds:
Social Security Rumber:

Work Station: _ = Personmal Punds:
Social Security Nutber:

|

Work Station: Perscnal-funds: -

Social Security Number:

5

Work Station: _  Personal Ruds:
Social Security Rurber:

5

Work Station: _~~ Personal Punds:
Social Security Rumber:

E

Work Station: _ ~ Personal Funds:
Social Security Rumber:

5

A ]

Work Station: Personal Punds:
Social éedurity'rhxd:ar:

|

Work Station: _~~~ Persaonal Furds:
Social Security Rumber:

5

Work Station: — Personal Funds:
Social Security Number:

RIS IRIEIRIEIE] gﬁ ARIRIRIRIEIR]

E
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APPENDIX XTI -

Narne : Social Security Rumber:

Wages Earned: Work Station: _~~ Personal Puds:

Nexe: .o i gocial Security Mumber:

Wages Earmed: work Station: Personal Furds: (
Rare : . Social Security Number: '
Wages Earned: wWork Station: Perscnal Punds:

Raxoe 3 Social Security Rumber:

¥ages Earned:’ Work station: _~ Persanal Fuds:

Rae: Social Security Mumber:

¥ages Earned: Wory Station: _ Personal nurds:

Rame: Social Security Number:

Wages Earned: Work Station: _~ °  Perscnal Punds:

Raxxe : Social Security Mumber:

¥ages Earned: Work Station: _ Perscnal Runds:

Rame: Social Security Runber:

Wages Earned: Work Station: _ Personal Runds:

Raoe:. Social Security Munber:

Wages Earned: Work Station: __ Personal Funds:

Rae: ' Social Sequrity Nurber:

Wages Earned: Woark station: _ Personal Furds:

TRANSMITTAL #10
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Figuciary Supervisar
1st Floar East

CHR. Puilding

275 East Main Street
Frankfort, Kentixcky 40621
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SIEP-BY-STEP INSTRUCTIONS FOR COMPLETING
THE INDIVIDUAL HABILITATION PLAN (IHP)

: APPENDIX XII
General instructions:

This document is intended to be a working individual plan. It should be kept current so that it
accurately reflects any modifications made. The plan should be done annually with at least six-
month reviews. Sﬁeciﬁc objectives, however, may be reviewed and revised at other intervals. This
packet is also put together in the order in which decisions should be made so that there isa
smooth, logical flow from one section to the next.

Additional information is required by the various funding sources. There ray be an additional

" page needed for various funding agents (e.g., DCP, AIS/MR, DDPC, etc)‘. The instructions include
specific requirements for the various funding sources. h
The individua'\l and the family/quardian, if appropriate, should réceive a copy of the Plan. For
" DCP, this must happen. |
For services funded by the De\relop’mental Disabilities Planning Council (e.g., Special Services
,,.A.and.Equipment), the following IHP pages need to be submitted along w;ih fghg DD Certification:
{ ' Pgs.1,2,7.8. o

For services funded by the Disabled Children‘s Program, the following documents need to be

submitted with the IHP: |

D-63 - SSI'DCP Service Provider Form
D-98 - Agreement to Participate in SS!{/DCP and Authorization for Release of Information

-

Social History
Vlhen'indicated the following forms must also be submitted:
D-142- DCi’ Adaptive Equipment Inventory/Transfer Form
D-61- DCP Parent Contract for Adaptive Equipment
D-145 - SSI/DCP Justification/Recommendation for Adaptive Equipment, Educational
Material, Medical Equipment/SL;pplies

The IHP must be done annually

~  For AIS/ MR services, the Cost Worksheet must also be submitted.

Transmittal #10
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. APPENDIX XII
Human Rights Committee: An agency’s Human Rights Committee is a duly constituted body of |
“individuals whose purpose is to ensure that an in_div‘idual's rights are protected and supported. It<
role is to review at least annually those restrictive procedures which may be practiced by the (
agency, either in the form of behavioral interventions, or basicrights (legal, civil, human) |
restrictions. Committee membership should include consumers, their representatives, and others
not affiliated with the agency. The committee should ensure thatinformed consent has been’
secured for any restrictions. |
Service Objectives: Service objectives are short-range or ongoing outcomes that describe the
individual's movement or status change as an outcome of support services. Such objectives
cannot.be achieved as a result of learning or training and may include: - .
1. outcomes related to enhancing community integration or developing and maintaining
social relationships, or . | -
- 2. outcomes dependent on staff, such as provision of adaptive or mobility orthoticor
prosthetic equipment, use of mechanical supports for body position/balance, modified diets,
weight control, seizure disorders, obtaining specialized assessments, obtaining job
opportunities in community businesses, or securing the environmental changes and social
supborts necessary to promote the successful functioning of the individual in the community.
Strengths and Needs: Strengths and needs are usually determined through the asses_sment
process. Strengths are based on the personal resources of the individual or family.Developmental
strengths and needs should be “specific” - use terms thatare observable and as measurable as
possible and that describe what an individual can and cannot do. Do not use non-specific terms
such as "good - skills”, “poor -— ability” or age/grade levels.

Non-developmental needs may also be specified in the listing. These are usually services the
individualffamily needs that are provided by someone else. These usually will thenresultina . |

service objective. Example: prevention of further contractures, adequate housing space, pureed

diet of 1500 calories.

TRANSMITTAL #10



g'lNDlVIDUAL HABILITATION PLAN ,ohevprx xIT

2 Date of Plan

1 Name
3 tdentifying #(s) .4 DateofBirth 5[in-Home
6 Case Manager Phone Residential ’
7 Client Address(Current)
County Region
8 Parent’s Name & Address Cluster
Provider #
phone
S Legal Status 1 0] Date of Admission to System
Legal Rep.’s Name & Address 1 1] Date of Admission to AIS/MR
1 2] Date of Annual IHP
13| POC Effective Date
14 DSM il -R Diagnoses & Codes
Axis |
Axis
Axis il
Axis tV
Axis. V
15 Services/ location / provider Frequency/Duration
16 Allergies

Current Medications

TRANSMITTAL #10




Name 1D # APPFNggéeXII

'NTERD'SCIPUNARY TEAM MEMBERS (tti.e following mdw;duals had input 1nto the development of this IHP ’
1 7 Signature denotes presence) 18 19 20 (
Signatuce of Those Present tdentified Team Title/Relationship
Agency
e e e e e e ——g — - — Members | o ——— e —
Client
Case Maqr.
21 Required signatures for persons who did not attend the team meeting:
PN

TRANSMITTAL  #10 .
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22

STRENGTHS AND NEEDS

23

APPENDIX XII

Strengths

Needs

A

2 4 positive reinforcers

25DISCUSSION -

TRANSMTITTAS

#10



APPENDIX XIT

Date

Name ID#

re y

26 SUMMARY OF MEDICAL HISTORY/.CHA'N‘GES IN THE PAST YEAR:

EVALUATION OF CURRENT ENVIRONMENT: Do the social and physical aspects of the

g, and training environments provide more supervision and intrusion than the

fiving, workin
om hefshe lives or works? Are the

individual needs? Does the individual fike those with wh

relationships positive ones? Do physical adaptations need to be made to accommodate the

individual and assist in greater independence? }

27 PREFERENCES OF INDIVIDUAUFAMILY FOR SERVICE DELIVERY:

"2 8 PLAN FOR ACHIEVING ENVIRONMENTAL CHANGE:

TRANSMITTAL #10 P



APPENDIX XIT

Name {D# Date

GUARDIANSHIP/ ADVOCACY:
Indicate whether individual wants or needs:

Guardianship: ( YYes ( )No

Advocate: ()Yes ( )No
If the answer is “yes” to either of the above, provide specificinformation as to wants or needs of

the individual and develop a service objective. If there is any difference of opinion between team

members (including individual and family) explain.

29 CITIZENSHIP / SELF ADVOCACY:

Does individual want or need training in the rights and responsibilities of citizenship?
If yes, incorporate the plan into behavioral / service objectives.

— tfno, why not?

Does the individual want or need training in self advocacy?
If yes, incorporate in a behavioral /service objective.

if no, why not ?

119
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Name

ID#

APPENDIX XII

Date

RIGHTS RESTRICTION: (includes purchasing own clothing, access to personal possessions, (

f(eedom of movement, access to telephone/mail, access to own money/checking account,
cigarettes, participation in religious activities,etc.)

Use the format below to note any rights restrictions:

32

Restriction & Rationale

Action / Training to Reduce

30 Due process procedure: Consent HRC
Date Date
31 Outcomes:
Review Date:
Restriction & Rationale
Action / Training to Reduce
Due process procedure: Consent HRC
Date Date
Outcomes:
Review Date:
Restriction & Rationale
Action / Training to Reduce
Due process procedure: Consent HRC
Date Date
Outcomes: .
Review Date: Q
LIS AS RMANY PAGES ASNFCFSSARY "C (O A uGHeTsS R[‘.'T-':(.HO.\:\
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. APPFNDIX XII
Name - ID# Uate

e

33BEHAVIOR INTERVENTION:

“( Does the individual need a behavior intervention plan? ( )Yes ( )No

Does the individual have a behavior intervention plan? ( )Yes ( )No
If so was a functional analysis done prior to the development of the plan?

Next review date of the behavior intervention plan:
by the Team by the BIC by the HRC

Outcomes of above reviews:

Does the plan need to berevised? ( )Yes ( )No

If yes, specify:

Is the individual on any medications for behavior control? ( )Yes ( )No

tf yes, what is the plan for medication reduction?

7 B
< — . —
Complete the following if physical restraint (manual as well as mechanical), drugs for behavior
intervention, “time-out”, or other intrusive technique are used; present the justification that
potentially harmful effects of the behavior outweigh the potentially harmful effects of the
procedure:
What less intrusive techniques have been tried?

TRANSMITTAL #10 7
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Name
. Io# Date
GOALS AND OBJECTIVES
GOAL # .
Behavioral Objective # 3 4 | Responsible Person
3 5| Agencyrservice
3 6 | Frequency
3 7| startDate
3 8] est. Compl. Date
3 9] Actual Compl. Date ———————
4 OReviews
Date:
Date:
Behavioral Objective # Responsible Person :
Agency /Service
Frequency
/\.' Start Date
) . ﬁ_;tt.flomp{.oate
[“ActualCompl. Date (
Reviews 3
Date:
Date:
- Behavioral Objective # ResponsiblePerson
. Agency /Secvice
Frequency
Start Date
Est. Compi.Oate
Actual Compl. Date —_—
Reviews '
Date:
o~
Date:

LISE AS MANY Fod

8

75 A NLCESSARY TO COVER ALL GOALS AND ORIECTIVES



APPENDIX XII

Name

Identifying #

SERVICE OBJECTIVES

Date'’

43

41 DATE

SERVICE

OBJECTIVE

42 METHOD

PERSON / AGENCY
RESPONSIBLE

COMPLETION/
REVIEW DATE

= e e

USE AS MANY PAGES AS NECESFARY TO COVER ALL GOALS AND OBJECTIVES

210

T AMCUMTY TTAI
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Name

D #

APPENDIX XIT
Date

44 TEAM CONSENSUS

TRANSMITTAL #10

10



N,

-

/"\

Name

10#

Date

ASSESSMENT AND EVALUATION INFORMATION
ASSESSMENT CHECKLIST (Optional): : e

APPENDIX XII

45
COMMENTS: DATE OF
RECOMMENDATIONS/ OATE OF NEXT
LOCATION / ASSESSOR ASSESSMENT | 5 qqpgomENT
- Physical/Medical Examination ‘
Current Medical Status .
Dental Examination and Evaluation
HEALTH - . .
A Auditory Screening
CARE Visual Screening
ASSM. Nutritional
Other
Social Evaluation Date
Financial Information
SOCIAL —_ . . .
Legal Info. and Guardianship Status
ASSM.
Other
PSYCH Standardized Test of Intell. Feng.
ASSM Fen. Analysis of Maladaptive Behaviors
' Other
 eouvw o Educational
Vocational - -
voC _—
Other
ASSM. —
SPEECH Expressive Speech & Lang.
Receptive Speech & Lang.
& LANG. —_ P pe ‘ 9
Other
ASSM. - ‘
OEVELOP- Adaptive Behavior Evaluation or
independent diving Skills Assessment
MENTAL | —
Other
ASSM. —
ADD. Occupational Therapy
* pPhysical Thera
SPEC. — . Py
Recreational Therapy
ASSM. - .
Music Therapy
Other -
. Other
___ Other
___ Other
1]
DMR-001 dates

TRANSMITTAL #10
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Appendix XTI

COST WORKSHEET

VS
Recipient's Name Date of IHP
Medicaid # Date of Addendum
, TOTAL
WAIVER SERVICES UNITS PER COST PER COST PER COST
WEEK UNIT WEEK MONTHLY
(COL.A X B) (4.3 XCol.C)
A B C D
,/_\ -
CosT PER MONTH ¢
)n§tructions:
o , . i - i th =
. Complete requested information 2. Identify waiver service. 3. Cost per mon
t at zop of pgge. (If not an A. Units per week_Of Cost of Column D
addendum, write NA in that requested service . totaled
blank) B. Cost per unit of service
) C. Column A multiplied by
Column B

~ -~y o~ Y+inled By 443

s,
~‘.



APPENDIX XIII

MAP-95
(Rev. 04-38) COMMONWEALTH OF KENTUCKY
—. CABINET FOR HUMAN RESOURCES
' DEPARTMENT FOR MEDICAID SERVICES
REQUEST FOR EQUIPMENT FORM
RECIPIENT'S NAME ~_ MAID # BIRTHDATE
Mo Day Yr
List Other Insurance Coverage
Estimated Time Needed # Months Indefinitely Permanently

Specific Equipment Item Requested: Please include Medicare codes for parts to items such
as Braces, Prostheses, and Wheelchairs (if applicable). Otherwise, group parts together
under Code E1399 or appropriate miscellaneous code for braces/prostheses.

—PURCHASE:
Manufacturer's Agency's
Suggested List Acquisition
Price ‘ Cost
Item Code (IC Items Only) (A11 Items)

Trade Name/Model Number of Equipment Item (if applicable)

Manufacturer's Name

RENTAL:
If Rental is Requested, Please Specify Amount $

Supplier of Equipment

Address

Date of Delivery if Equipment Item is Already Placed in Home - Date

Provider #

Agency Name
-

authorized Signature

TRANSMITTAL #10
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APPENDI i
APPLICATION FOR AIS/MR/DD SERVICES X XLV

Name of Applicant

Last Middle First

Social Security Number

Present Address

City County State Zip Code

Phone

Legal Rep. (if applicable)

Address
Phone Relationship to Applicant
2. Case Management Provider Name & Address, if applicable
Name
—~ Address
City County State Zip Code
Date Legal Rep. (if Applicable) Date

Applicant Signature

This section to be completed by physician.

1.

Mental Retardation

Axis II diagnosis:

Developmental Disability

has demonstrated a need for

(Applicant Name)
active treatment and wou

the AIS/MR/DD Program.

1d benefit from active treatment in

Physician Signature Date

MAP-620

(9/95)

Transmittal #10



CABINET FOR HEALTH SERVICES APPENDIX XV
DEPARTMENT FOR MEDICAID SERVICES

MEDICAID PROGRAM FISCAL AGENT INFORMATION

The Kentucky Department for Medicaid Services' fiscal agent, effective
2e$?mber 1, 1995, shall be the Unisys Corporation. Unisys can be reached as
ollows:

UNISYS CORPORATION ADDRESSESS

Accident & Work Related Claims Prior Authorization

Post Office Box 2107 P.0. Box 2103

Frankfort, KY 40602 Frankfort, KY 40602
Adjustments & Claims Credits Provider Relations (Inquiries)
Post Office Box 2108 Post Office Box 2100 '
Frankfort, KY 40602 Frankfort, KY 40602

Cash Refund Third Party Liability

Post Office Box 2108 Post Office Box 2107
Frankfort, KY 40602 Frankfort, KY 40602

‘Claims Submission Electronic Claims Submission
Post Qffice Box 2101 Post Office Box 2016
Frankfort, KY 40602 Frankfort, KY 40602

Unisys Corporation Telephone Numbers:

Kentucky Qut-of-State
Drug Prior Authorization: 800-807-1273 Drug Prior Authorization: 502-226-1140
Electronic Claims: 800-205-4696 Electronic Claims: 502-226-1140
Provider Relations: 800-807-1232 Provider Relations: 502-226-1140

Automated Voice Response System:

Claims Status Inquiries: 800-807-1301

KenPAC Eligibility: 800-807-1301

Third Party Liability Eligibility: 800-807-1301
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